Bronchogenic carcinoma involving the carina has remained a challenging problem for thoracic surgeons. Carinal resection and reconstruction is limitedly indicated because this aggressive surgical approach has been reported to be associated with significant morbidity and mortality while long-term outcome has not been determined. Wesuccessfully performed carinal reconstruction and sleeve right upper lobectomy assisted with ECMO for a 60-year-old male with squamous cell carcinoma in the right upper lobe extending to the carina.
ssion. He had past histories of gastric lymphoma 20 years ago, which was completely cured after 11 months of chemotherapy, and lung abscess in the left upper lobe 3 years before. He had been a 30 pack-year smoker, and quit cigarette smoking after the development of lung abscess. Chest computed tomography showed 2.3 cm sized lung mass originating from the right upper lobe (Fig. 1A) , and bronchoscopic examination revealed that endobronchial lesion was extending into the carina (Fig. 1C, D) . Tissue diagnosis (squamous cell carcinoma) was made from the biopsy specimen, which was obtained upon bronchoscopy. Positron emission tomography showed FDG uptake in the right main brohchus and the carina while there was no increased FDG uptake in the mediastinal lymph nodes (Fig. 1B) .
Under general anesthesia with a single lumen endotracheal tube, mediastinoscopic lymph node biopsy was performed.
After confirming that there was no metastasis to the right and left lower para-tracheal lymph nodes (R4, L4) and the subcarinal node (7), the patient was re-positioned to be prepared for posterolateral thoracotomy incision and inguinal dissec- Use of heparin coated circuit with minimal heparinization may decrease the risk of postoperative bleeding [7, 8] .
